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Email communicationGuided Internet-delivered cognitive behaviour therapy (ICBT) is efﬁcacious for the treatment of a variety of clin-
ical disorders (Spek et al., 2007), yet minimal research has investigated training students in guided ICBT. To con-
tribute to the training literature, through qualitative interviews, this study explored how ICBT was perceived by
student therapists (n= 12) trained in guided ICBT. Additionally, facilitators and challenges encountered by stu-
dents learning guided ICBT were examined. Qualitative analysis revealed that students perceived training to en-
hance their professional skills in guided ICBT such as how to gain informed consent, address emergencies, and
facilitate communication over the Internet. Students described guided ICBT as beneﬁcial for novice therapists
learning cognitive behavior therapy as asynchronous communication allowed them to reﬂect on their clinical
emails and seek supervision. Further, students perceived guided ICBT as an important skill for future practice
and an avenue to improvepatient access tomental health care. Speciﬁc facilitators of learning guided ICBT includ-
ed having access to formal and peer supervision as well as technical assistance, ICBT modules, a functional web
application, and detailed policies and procedures for the practice of guided ICBT. Challenges in delivering guided
ICBT were also identiﬁed by participants such as ﬁnding time to learn the approach given other academic com-
mitments, working with non-responsive clients, addressing multiple complex topics over email, and communi-
cating through asynchronous emails. Based on the feedback collected from participants, recommendations for
training in guided ICBT are offered along with future research directions.
© 2014 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/3.0/).1. Introduction
Depression and anxiety are among themost commonly experienced
mental health disorders (Health Canada, 2002). These debilitating dis-
orders create a signiﬁcant burden at various levels—from personal difﬁ-
culties (e.g., Dewa et al., 2002) to the overuse of healthcare resources
(Jacobs et al., 2008). Research consistently shows that individuals with
depression and anxiety often encounter difﬁculties accessing treatment
for reasons including mobility challenges as well as time and ﬁnancial
constraints (Collins et al., 2004). Unfortunately, while evidence suggests
that even a minor improvement of depressive symptoms can result in a
major impact on the disease burden, evidence-based interventions are
not widely accessible, particularly in rural and remote communities
(Andersson and Cuijpers, 2008).
The integration of Internet technology with the practice of psy-
chotherapy is an innovative method for increasing accessibility and
affordability of mental health treatment. Recently, attention hasUniversity of Regina, Regina, SK
sen), hadjista@uregina.ca
.
. This is an open access article underturned to the delivery of cognitive behavior therapy (CBT) via the In-
ternet, often referred to as Internet-delivered Cognitive Behaviour
Therapy (ICBT; Andersson and Titov, 2014). ICBT involves clients
reviewing cognitive and behavioral treatment strategies over the In-
ternet. These materials are commonly presented on a weekly basis in
modules (Hadjistavropoulos et al., 2011). ICBT can be either self-
directed or guided by a therapist. When ICBT is guided, a therapist
provides support and encouragement, and directs therapeutic activ-
ities via e-mail or telephone. Considerable evidence indicates that
ICBT is efﬁcacious for depression and anxiety. A meta-analysis that
reviewed 12 randomized controlled trials of ICBT for anxiety and de-
pression reported a moderate mean effect size (d = .40; Spek et al.,
2007). More recently, a meta-analysis of computer-based psycholog-
ical treatments for depression reported high participant treatment
satisfaction, and a moderate post-treatment effect size (d = .56),
with therapist-guided interventions yielding better outcomes and
greater retention when compared to self-directed interventions
(Richards and Richardson, 2012). Moreover, similar effect sizes
have been reported for guided ICBT and traditional face-to-face ther-
apy (Cuijpers et al., 2010).
Given the strong empirical evidence for the efﬁcacy of guided ICBT,
there is a movement to incorporate ICBT into clinical practicethe CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/3.0/).
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portance of translating evidence-based research into clinical practice
(Barwick et al., 2009). Training students in ICBT has the potential to ac-
celerate the knowledge transfer process. Students, for instance, gen-
erally hold fewer preconceived notions regarding particular
treatments and are often more open to explore novel ideas (Meyers
et al., 1998). Arguably, if students are trained in guided ICBT, they
would potentially bring this experience into the workforce, facilitat-
ing the incorporation of guided ICBT into routine clinical practice.
Further, introducing students to novel therapeutic techniques, such
as guided ICBT, is ideal given the supervision available in graduate
training programs (Cardenas et al., 2008). Preliminary research has
also shown that student therapists generally have positive evalua-
tions of the teaching–learning process and report satisfaction with
using Internet therapy (Cardenas et al., 2008).
Despite expanding literature in the area of ICBT, there is currently
no standard method to train therapists in this novel form of treat-
ment. To illustrate, in a survey of 93 counselors, 94% reported that
their professional program did not include training in e-counseling
and 92% stated that personal reading on the subject was their prima-
ry education in the provision of Internet-delivered therapy (Finn and
Barak, 2010). The lack of training programs focused on Internet-
delivered therapy and the paucity of research with regard to these
programs are concerning. Indeed, some researchers have questioned
the assumption that face-to-face therapy skills can be fully trans-
ferred to Internet-delivered therapy skills (Shandley et al., 2011). It
has been noted that without formal training and professional guide-
lines, Internet-delivered therapy will be based upon individual per-
ceptions resulting in a wide variation in the delivery of this type of
therapy (Finn and Barak, 2010).
Few researchers have investigated training therapists in the pro-
vision of Internet-delivered therapy. Cardenas et al. (2008), at the
University of Mexico, offered a clinical practicum focused on devel-
oping skills in Internet-delivered therapy to six clinical psychology
students occurring over three academic semesters. The students
had previously completed several comprehensive clinical psycholo-
gy courses and were familiar with the use of information technolo-
gies. The ﬁrst semester consisted of a 16-week (12 h per week)
intensive training program, including an introduction to Internet-
delivered therapy and a discussion of program content and varying
CBT techniques. In the second and third semesters, students provid-
ed guided ICBT under supervision to three simulated clients and sub-
sequently to actual clients (the authors did not report the number of
clients treated). The clinical skills of the students were evaluated
using the Cognitive Therapy Scale developed by Young and Beck
(1980), and it was found that students showed a signiﬁcant im-
provement in therapeutic skills over the three semesters. The stu-
dent therapists further reported positive evaluations of the
teaching–learning process and reported satisfaction with providing
guided ICBT in both a simultaneous manner (i.e., real time via text,
audio, and video) and delayed manner (i.e., via email; Cardenas
et al., 2008). Additionally, the students reported that their clients ac-
cepted the Internet modality as an acceptable form of psychological
treatment. While this research shed light on a speciﬁc approach to
training students in guided ICBT, it did not provide an in-depth un-
derstanding of students' perceptions of guided ICBT or barriers or fa-
cilitators of the students' learning experience. This type of
information is needed to further inform the development of strate-
gies for training students in guided ICBT.
Since 2009, Shandley et al. (2011) reported that they have trained
postgraduate psychology students to deliver a 12-module ICBT pro-
gram to individuals with anxiety. While student experiences were
not directly examined, the researchers regarded guided ICBT training
as a valuable learning experience, as students are affordedmore time
to reﬂect on their emailed therapeutic responses and can seek super-
vision as necessary. Finally, given that the process of writing clientemails occurs in a relatively non-pressured environment, the au-
thors highlighted that students often gained conﬁdence and mastery
in their face-to-face clinical skills through ICBT training (Shandley
et al., 2011).
Adding to this literature, Hadjistravropoulos et al. (2012) recently
developed aworkshop that provided research evidence andpractical in-
formation about the delivery of guided ICBT to 20 graduate level stu-
dents. All students had previous CBT training and clinical experience.
In addition to providing background literature and research on
ICBT, the workshop integrated an experiential component with stu-
dents formulating and discussing responses to client emails. Pre
and post workshop measures revealed that the workshop was suc-
cessful in improving knowledge and understanding of ICBT research
and practice. Furthermore, the researchers observed a positive
change in students' attitudes toward the utility and professional
practice of ICBT and improved conﬁdence in the delivery of guided
ICBT. While this study examined initial student perceptions of an
ICBT training workshop using self-report measures, the researchers
did not survey the students after they gained clinical experience de-
livering guided ICBT. Perceptions of ICBT could be quite different
after students gain experience and may provide further insight into
factors that facilitate or hinder the training process.
1.1. Objectives
The present study was a follow-up to the study conducted by
Hadjistravropoulos et al. (2012). The objectives of this study were to
contribute to the literature on training in guided ICBT by investigating
perceptions of ICBT reported by clinical psychology graduate students,
who provided guided ICBT for the treatment of depression, anxiety,
and/or panic disorder and also to examine students' perceptions of fac-
tors that facilitated their training as well as variables thatmade learning
and delivering guided ICBT challenging. A qualitative approach was uti-
lized to gain comprehensive ﬁrst-hand perspectives on the subject that




Twelve graduate students volunteered to participate in this
study. Participant recruitment concluded when the richness of infor-
mation gathered from participants had been saturated (Glaser and
Strauss, 1967). All participants were enrolled in the clinical psychol-
ogy doctoral program at the University of Regina and had participat-
ed in the Online Therapy Unit for Service, Education, and Research's
eight-hour training workshop. As described by Hadjistravropoulos
et al. (2012), the topics covered in the workshop included: (1) re-
search on ICBT; (2) information on ICBT for depression, generalized
anxiety, and panic; (3) ethical and professional issues related to
the delivery of guided ICBT; and (4) written communication skills
in delivering guided ICBT. The workshop also involved a pragmatic
component including participants formulating responses to sample
client emails on provided laptop computers. Following the work-
shop, participants treated at least one client in guided ICBT. The aver-
age number of clients treated by participants was three (SD= 1.51).
Interviews were conducted seven to 12 months after participants
ended ICBT training and ﬁrst began offering guided ICBT.
To contextualize their experience with ICBT, clients whowere treat-
ed by the participants were either self-referred or referred by a
healthcare professional to the Online Therapy Unit for Service, Educa-
tion, and Research at the University of Regina (see Hadjistavropoulos
et al., 2011 for a description of the Unit). Clients were ﬁrst screened by
a coordinator over the telephone using the MINI International Neuro-
psychiatric Interview (MINI; Sheehan et al., 2006), which is a structured
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used to ensure that the potential client met threshold or subthreshold
criteria for generalized anxiety disorder (GAD), panic disorder (PD), or
depression, and did not report current or recent problemswith psychot-
ic disorders, manic episodes, alcohol or substance dependence or abuse,
or suicide plan or intent (see Hadjistavropoulos et al., 2011 for detailed
description of inclusion and exclusion criteria). In addition, the inter-
view was used to ensure that the clients were at least 18 years of age,
Saskatchewan residents, had access to a computer with Internet, and
were comfortable reading and writing in English. Eligible clients were
assigned to a graduate student Internet therapist. The clients incurred
no cost for this service as the Unit was grant funded. Participants
volunteered their time as Internet therapists in the interest of gaining
supervised clinical experience. Communication between the participant
and client was supervised by a Ph.D. level clinical psychologist and ex-
pert in guided ICBT (co-author H.H.).
The website the participants and clients used is available at www.
onlinetherapyuser.ca and the module content was licensed from
Swinburne University's National eTherapy Centre in Australia
(www.swinburne.edu.au/lss/swinpsyche/etherapy/). There is evi-
dence in support of the efﬁcacy of and client satisfaction with these
programs (for a review see Klein et al., 2010). The clients wereTable 1
Consolidated Criteria for Reporting Qualitative Research (COREQ; Tong, Sainsbury, & Craig, 200
No. item Guide questions/description
Domain 1: research team and reﬂexivity
Personal characteristics
1. Interviewer/facilitator Which author/s conducted the interview
2. Credentials What were the researcher's credentials? E
3. Occupation What was their occupation at the time of
4. Gender Was the researcher male or female?
5. Experience and training What experience or training did the resea
Relationship with participants
6. Relationship established Was a relationship established prior to stu
7. Participant knowledge of the interviewer What did the participants know about the
8. Interviewer characteristics What characteristics were reported about
reasons and interests in the research topic
Domain 2: study design
Theoretical framework
9. Methodological orientation and Theory What methodological orientation was sta
discourse analysis, ethnography, phenome
Participant selection
10. Sampling How were participants selected? E.g. purp
11. Method of approach How were participants approached? E.g. f
12. Sample size How many participants were in the study
13. Non-participation How many people refused to participate o
Setting
14. Setting of data collection Where was the data collected? E.g. home,
15. Presence of non-participants Was anyone else present besides the part
16. Description of sample What are the important characteristics of
Data collection
17. Interview guide Were questions, prompts, guides provided
18. Repeat interviews Were repeat interviews carried out? If yes
19. Audio/visual recording Did the research use audio or visual recor
20. Field notes Were ﬁeld notes made during and/or afte
21. Duration What was the duration of the inter views
22. Data saturation Was data saturation discussed?
23. Transcripts returned Were transcripts returned to participants
Domain 3: analysis and ﬁndings
Data analysis
24. Number of data coders How many data coders coded the data?
25. Description of the coding tree Did authors provide a description of the c
26. Derivation of themes Were themes identiﬁed in advance or der
27. Software What software, if applicable, was used to
28. Participant checking Did participants provide feedback on the
Reporting
29. Quotations presented Were participant quotations presented to
identiﬁed? E.g. participant number
30. Data and ﬁndings consistent Was there consistency between the data p
31. Clarity of major themes Were major themes clearly presented in t
32. Clarity of minor themes Is there a description of diverse cases or dencouraged to work through one of the 12 modules every week.
Each program includes psychoeducation on the relevant disorder,
cognitive and behavioral strategies for managing the disorder, and
information on relapse prevention. After each module, clients are
asked to complete ofﬂine exercises related to the module content
and are invited to email their therapist regarding their progress
and any potential questions. In turn, participants were required to
log on to the secure web application on a speciﬁc day each week
and review client emails and program progression. Following the re-
view, participants then composed a weekly email to the client offer-
ing support and encouragement, answering questions, and providing
suggestions for therapeutic activities.
2.2. Procedure
Email notices were distributed to invite eligible clinical psycholo-
gy student therapists to participate on a voluntary basis. Consent was
not limited to the initial signing of the consent form but was ongoing
throughout the research process (Hadjistavropoulos and Smythe,
2001). In order to ensure conﬁdentiality, each participant was
assigned an identiﬁcation number. Each participant took part in a
semi-structured interview that lasted 45 to 60 min. The same7).
Reported in section
or focus group? Method





researcher? E.g. personal goals, reasons for doing the research Method
the inter viewer/facilitator? E.g. bias, assumptions, Method
ted to underpin the study? E.g. grounded theory,
nology, content analysis
Method
osive, convenience, consecutive, snowball Method
ace-to-face, telephone, mail, email Method
? Method
r dropped out? Reasons? N/A
clinic, workplace Method
icipants and researchers? Method
the sample? E.g. demographic data, date Method
by the authors? Was it pilot tested? Method
, how many? N/A
ding to collect the data? Method
r the interview or focus group? Method
or focus group? Method
Method
for comment and/or correction? Method
Method
oding tree? N/A
ived from the data? Method
manage the data? Method
ﬁndings? N/A
illustrate the themes/ﬁndings? Was each quotation Results
resented and the ﬁndings? Discussion
he ﬁndings? Results/Discussion
iscussion of minor themes? Discussion
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ual interviews were unique due to the open-ended nature of the
questions and follow-up questions that could be induced by partici-
pants' responses. Participants were asked about their perceptions of
the training workshop, the screening process, the modules, forming
a therapeutic relationship through text, supporting a client in cogni-
tive and behavioral tasks through text, the web application, supervi-
sion, policies and procedures of the Unit, and any ethical issues that
were encountered. Additionally, participants were asked about
their ideas for improving any of the above, as well as barriers and fa-
cilitators of delivering guided ICBT, and their perception of the utility
of guided ICBT for clients. Participants were also queried about their
perceptions of learning guided ICBT in terms of their education and
their thoughts on guided ICBT in future practice. Participants' gave
consent to obtain information about the number of clients they treat-
ed from the Unit.
The interviews were conducted by a female Master's student in the
clinical psychology program at the University of Regina, who was also
a research assistant and Internet therapist with the Online Therapy
Unit for Service, Education, and Research (author L.F.). In an effort to
be transparent, the interviewer kept an electronic ﬁeld journal to record
thoughts, feelings, concerns, and ideas throughout the research process.
The fact that the interviewer was a graduate student and worked with
the Online Therapy Unit for Service, Education, and Research was
considered a beneﬁt in terms of easily establishing rapport with the
participants and understanding their experiences with graduate school
and guided ICBT without the participants having to provide detailed
explanations. However, because the interviewer held multiple roles
and may have held beliefs or biases, she made a conscious effort to be
welcoming of divergent opinions and beliefs. When participants
responded to a question with a different opinion than the interviewer,
she was mindful to ask participants to elaborate on their answers to
promote understanding of their viewpoints. Overall, the participants'
responses were deemed candid and open given that both positive
and negative opinions were shared and participants expressed comfort
with the procedures put in place to keep their responses conﬁdential.
The interviews were conducted either in-person (n = 11) or via
Skype (n= 1) with no non-participants present during the interview.
A recording device audio-recorded all interviews and they were tran-
scribed verbatim. Participants were sent a copy of their transcribed in-
terview and were encouraged to email the researcher if interested in
excluding or adding information. No participant made amendments to
their interview. The consolidated criteria for reporting qualitative re-
search (CORSEQ) was used to guide the reporting of important aspects
the current qualitative study (Tong, Sainsbury, & Craig, 2007; see
Table 1).
2.3. Data analysis
Using the procedure described below, thematic content analysis
was conducted individually by two researchers to identify themes
and ideas that surfaced during the semi-structured interviews
(Hsieh and Shannon, 2005). The interviews were reviewed several
times to obtain an overall sense of their meaning and the qualitative
software NVivo (Woods, 2002) facilitated this process. Initially, all
text relevant to the objectives of the study was highlighted. The
text was then sorted into six content areas based on the interview
questions (i.e., positive aspects, challenging aspects, facilitators of
the experience, barriers of the experience, usefulness and future uti-
lization, and suggested improvements). To generate initial themes,
microanalysis was utilized, which involved reviewing the interviews
within the content areas line-by-line. The relevant text was then di-
vided into meaning units that comprised of condensed sections of
the interview, which were then labeled with codes. Meaning units
were separated by a break or change in meaning. Following this pro-
cess, the two researchers came together to compare and contrastcommon themes derived from the interviews. Another researcher,
independent from this research, reviewed their ﬁndings to ensure
that the document contained no identifying information before
being reviewed by the Online Therapy Unit supervisor (co-author
H.H.) who conﬁrmed the organization of themes.
3. Results
3.1. Perceptions of ICBT training
3.1.1. Understanding perceptions of guided ICBT
Analysis of interviews revealed that participants saw consider-
able value in receiving training in guided ICBT. Participants shared
that the training increased not only their knowledge of the impor-
tance of guided ICBT, but also the limitations of the approach for cli-
ents. Echoing the research literature, participants saw value in the
approach for clients who had difﬁculty accessing face-to-face treat-
ment for various reasons (e.g., limited client mobility, concerns
about stigma, limited access to providers due to inadequate commu-
nity resources, rural or remote location, or client time). Participants
were enthusiastic when discussing how guided ICBT has the poten-
tial to increase access to mental health resources for a broader pop-
ulation. As one participant reported:
I was really hopeful that this might be kind of the best of both
worlds for her, you don't have to go to a person, you don't have
to leave your house, but there's more feedback than from a
book.
[Interviewee 12]
Participants also found it appealing to provide guided ICBT to in-
dividuals on waiting lists who were experiencing minimal to moder-
ate symptoms. Overall, participants reported that guided ICBT was a
valuable service to community clients with a shorter time commit-
ment on the part of the therapist. This point was articulated by one
participant:
I think it's a nice kind of like easy to follow. They can go at their own
pace which is nice. Comprehensive. There's not as much work re-
quired from the therapist, which is nice. You know we don't have
tomeet them for an hour. I do think it's a good service for certain cli-
ents.
[Interviewee 6]
Through training in guided ICBT, participants also reported an en-
hanced understanding of relationship building over the Internet and
how clients are able to not only gain knowledge, but also acquire
cognitive and behavioral skills through this treatment. The participants
emphasized how they saw this to be the case especially for clients
who completed homework, and engaged with their therapist over
the Internet (e.g., sharing life details, asking questions, responding to
suggestions).
Participants also emphasized, however, that training in guided ICBT
increased their understanding that ICBT is not a “one-size-ﬁts-all” solu-
tion. That is, they perceived the approach as being appropriate for some
clients, but not all clients. Clients with more severe depression or who
were less engaged in the process (e.g., not completing homework, pro-
viding only minimal responses to homework, not responding to thera-
pist emails) were seen as being less likely to beneﬁt from guided ICBT.
As one participant reported:
I found for my anxiety clients, it worked quite well. For the depres-
sion clients, who are more severe, I found that they tend to take
way longer… there's lessmotivation… those clients,maybe it would
be better for them to like see somebody in person because there's a
lot of other issues….
[Interviewee 8]
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I think for somepeople it's really good, but for the other people it's just
not. It seems like the more complex problems clients have, you know
just the harder it is. So I think it's helpful for a good portion of people
that would be on a waitlist and if they're willing to try it, why not and
they're appropriate so I think Iwould use it in some formespecially for
people who are like in a remote area or who just don't really have
much access to like a psychologist who does CBT, and for those other
reasons who may not you know be embarrassed about going.
[Interviewee 9]
3.1.2. Skill in Internet-delivered therapy
Participants also reported how training in guided ICBT provided
them with skills in providing Internet-delivered therapy generally.
They described, for instance, having a greater appreciation for screening
clients for Internet-delivered therapy, the key components of informed
consent, handling emergencies, and maintaining client conﬁdentiality.
Beyond these practices, they reported learning about various strategies
to facilitate communication with clients, such as avoiding complex lan-
guage and lengthy emails, and using appropriately placed CAPS, colored
text, and emoticons to emphasize emotions. They also described learn-
ing how to compose therapeutic emails that: 1) facilitated the therapeu-
tic alliance, 2) responded to client questions andmisunderstandings, 3)
prompted clients to self-reﬂect on important topics and complete rele-
vant homework tasks, and 4) reinforced client progress and self-
efﬁcacy.
3.1.3. Skill in CBT
Apparent through data analysiswas that participants perceived their
involvementwith guided ICBT as beneﬁcial clinical training for learning
CBT generally. This is reﬂected in the following statement:
I have to speak to what a good training experience this was for me
because I loved the modules for that reason. I've never really done
a real structured CBT for depression before and… I knew all about
all those things, but I've never seen them laid out that way and I
thought it was laid out very nicely with like a lot of nice behavioral
activation up front to start getting people to feel better.
[Interviewee 1]
Reﬂecting their improved knowledge in CBT, many participants
mentioned that they applied the information gained from guided ICBT
to their sessionswith face-to-face clients, as stated by the following par-
ticipant: “I reallywanted to go on andprint off a lot of the information so
that I also had it for my own work with clients and in my face-to-face
stuff” (Interviewee 6). Furthermore, participants reported that this
was a particularly efﬁcient way to learn about CBT as all the materials
were presented systematically on the Internet.
3.1.4. Time for learning
Another positive aspect to training in guided ICBT reported by par-
ticipants was that email communication with clients was perceived to
be particularly conducive to training novice therapists, given that ther-
apists were able to pause before responding to a client's email. This time
lapse in response allowed participants to formulate the best responses
and seek supervision and feedback. As this participant expressed:
“What I really like was that I didn't have to respond to him right away
and I had a chance to walk away and to regroup and then come back
fresh and really think about it” (Interviewee 1).
3.1.5. Preparation for future
Finally, participants saw the training in guided ICBT as something
they would need to practice in the future given the increasing use of
technology in delivering psychological services. They also noted thatthis was a unique learning opportunity that few clinical psychology stu-
dents receive, noting the experience could set participants apart when
applying for future competitive training or job opportunities.
3.2. Facilitators of ICBT training
3.2.1. Supervision and support
Participants mentioned that the guided ICBT training was facili-
tated by having support not only from the Unit supervisor, but also
from staff members who provided technical support on the use of
the web application and Unit policies and procedures (e.g., record
keeping). It was noted that this supervision and support offered
comfort and security as the therapists were new to delivering guided
ICBT. Unexpectedly, participants repeatedly mentioned the impor-
tance of also having peer supervision from other student Internet
therapists. It was noted that this peer supervision often reduced
the amount of supervision required from the Unit supervisor as
well as their comfort in seeking supervision. As one participant
noted: “I think peer consultation, supervision, helps you maintain
kind of a critical reﬂective position” (Interviewee 2).
3.2.2. Pre-existing computer expertise
Participants shared that their comfort with technology and comput-
er experience made offering guided ICBT easier to learn as they already
had basic knowledge of how to navigate the Internet and use email. It
was noted that had they not had computer self-efﬁcacy learning guided
ICBT may have been overwhelming.
3.2.3. Quality of programs
Participants reported that the ICBT programs were logical and thor-
ough and this facilitated their learning experience. They also praised the
quality of the videos and printable documents that were available to cli-
ents as part of the ICBT program and shared that these documents re-
duced their need to explain concepts to patients directly. It was noted
by several participants that, overall, the programs' modules were
exemplary.
3.2.4. Functional web application
Participants described the website as functional and easy to use for
both the client and therapist and thus a facilitator of learning guided
ICBT. Participants reported appreciating that they could customize
their emails to clients (e.g., colored font, emoticons, bold, italics) and
also track client use of the ICBT program. One participant noted:
The fact that I can actually go through the modules and see exactly
what they're seeing. That's been great because I open up two win-
dows and I go through themodule to seewhat it was that they were
seeing that week before I read back my e-mails.
[Interviewee 12]
3.2.5. Clear policies and procedures
Participants expressed that having clearly articulated policies and
procedures (e.g., informed consent, record keeping, amount of therapist
contact, supervision, use of secure email on web application, handling
emergencies) was an important facilitator for learning guided ICBT.
The majority of participants described the policy and procedures to
have “thought of everything”, referring to multiple situations that
could potentially occur between a therapist and client. To illustrate,
one participant noted:
The policy and procedures actuallywere really helpful and I felt like I
just knewwhat to do andmade things ﬂow very smoothly. I felt like
every situation had been accounted for so that was really good…
what we should be doing, what this should look like, I think that
maybe gave me a good base to start from like you know this is kind
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procedures, knowing those expectations, that is helpful.
[Interviewee 1]
None of the participants reported encountering ethical issues while
delivering guided ICBT, however, most reported feeling equipped to ad-
dress ethical dilemmas as a result of learning the policies and proce-
dures discussed during training.
3.2.6. Accessibility
Another prevalent theme derived from the interviews was the con-
cept of ﬂexibility that ICBT offered to the student therapist. Participants
reported that having this training opportunity runwithin the university
was helpful in terms of convenience, making it easily accessible to par-
ticipants compared to off-campus training. Additionally, the ability of
participants to log in to the secure site and compose client emails on
their personal computer was considered a vital facilitator to the partic-
ipants' involvement with ICBT. Participants also mentioned appreciat-
ing the ability to choose their own day within their schedule to write
their client emails. As one participant noted: “You can kind of do it
around your own schedules so yeah I think ﬂexibility in that has been
a really big facilitator” (Interviewee 4).
3.3. Challenges in guided ICBT training
While many factors were noted to facilitate their training, partici-
pants reported facing some challenges in learning and delivering guided
ICBT.
3.3.1. Screening
Participants shared that itwas challenging to beginworkingwith cli-
ents who they had not screened for treatment. As noted in the method
section, the clients were screened by the Unit staff. The screening was
designed to collect basic information from clients and ensure that cli-
ents were appropriate for the service, but did not provide an in-depth
assessment as participants are accustomed to conducting themselves.
As a result, participants at times reported that the screening information
was not sufﬁcient to understand the “pulse” of the client, or that the
screening information did not always provide sufﬁcient context for
the client difﬁculties. Some participants reported that they would
have preferred to complete the screening themselves in order to estab-
lish rapport and a relationship earlier in the process. Of note is that par-
ticipants were encouraged to request additional client information in an
email or by phone, but these comments did not reﬂect an acknowledg-
ment of this possibility.
3.3.2. Web application
Overall, participants not only described the web application as easy
to use, but also identiﬁed some nonuser friendly features of theweb ap-
plication such as: (1) having to switch between windows to view the
content of the modules and the client's emails, (2) the absence of a
spell check within the email system in selected Internet browsers, (3)
the website logging out therapists and clients after 60 min of non-
activity without notice, resulting in loss of email drafts, and (4) clients
at times are not accessing client emails because they were not sufﬁ-
ciently prominent on the web application.
3.3.3. ICBT modules
Although ICBTmoduleswere positively evaluated, someparticipants
noted that some modules were very lengthy, and contained too much
information for clients to complete within a week. This was perceived
as similar to attempting to cover too much information in a face-to-
face session. The consequence was that the modules often took more
than aweek for clients to complete and participants found themessages
to clients to be lengthy and difﬁcult to compose. Participants reported
that given the amount of content provided in themodules, some clientstook an extended period of time to complete the program (up to six
months), which resulted in the treatment being lengthier than both
the participants and clients had anticipated.
3.3.4. Composing therapeutic emails
While participants reported generally being able to compose thera-
peutic emails, it was noted that therapeutic emails weremore challeng-
ing when they involved assisting clients with cognitive restructuring. It
was noted that it was challenging to be clear and not too directive. A fur-
ther challenge that was noted was that it was at times difﬁcult to deter-
minewhich parts of a client's emails and check-in responses to focus on
and address.
3.3.5. Asynchronous emails
Participants described instances in which email exchanges about a
topic would extend back and forth between therapist and client over a
number of weeks. It was noted to be challenging to keep track of the
conversation when there were signiﬁcant breaks in time between
emails. The perception was that this resulted in slower progress than
what could be achieved in face-to-face therapy.
3.3.6. Non-engaged clients
Participants indicated that perhaps the most challenging compo-
nent of offering guided ICBT was working with clients who were not
providing sufﬁcient information in check-ins and emails, conse-
quently making it difﬁcult for the therapist to respond. It was
noted that this could be the result of a variety of factors, such as cli-
ent difﬁculties expressing their feelings in text, client reluctance to
share information over the Internet, or lower client motivation. Par-
ticipants further reported that if their clients did not provide detailed
information or did not engage in email exchanges, it was more difﬁ-
cult to establish a therapeutic relationship and assist the client.
These concerns were apparent in the following quotes:
I guess the biggest problem is you have less control overwhat the cli-
ent chooses to answer. When you send them a big email, they get to
choosewhat to answer andwhat not to answer and so they justmay
never bring it up again…. You're sort of bound to go more with the
client where the client wants to go.
[Interviewee 10]
If they don't provide the information or if they're having trouble ex-




In terms of supervision, one challenge that was noted was the lag
time between sending the therapeutic email for supervision and receiv-
ing feedback on that email before forwarding it onto the client, as some-
times thiswas up to 8 h. The reality of the program's current incarnation
involves some delay between email submission and supervisory feed-
back as the ICBT supervision position is not full-time.
3.3.8. Time investment
Another theme that surfaced from the interviewswas the signiﬁcant
time investment on the part of the participant to learn guided ICBT, sim-
ilar to the time required to learn any other form of therapy:
It takes a little bit to learn and it takes a time investment and I've
done one client with each program. I'm far from proﬁcient. I think
people need to understand that it takes a little while to get a hold
of it, and enjoy it.
[Interviewee 2]
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ing given the participants' academic commitments and that the time
commitment varied considerably from week to week (15 min to a
few hours), depending on the module and client circumstances. Pos-
itively, participants highlighted that the length of time to respond to
client emails decreased with comfort and familiarity with the ICBT
modules.4. Discussion
Given the increasing demand for therapy services delivered over the
Internet, clinical psychology graduate programs have been encouraged
to incorporate training in this area (Mallen et al., 2005). In the literature,
there has been a call for further research on the perceptions andpractice
of Internet therapists (Finn and Barak, 2010). Currently, there is no stan-
dard for how to train therapists in guided ICBT. A study by Finn and
Barak (2010) found that 94% of counselors reported that their profes-
sional program did not include training in e-counseling and 92% stated
that personal reading on the subjectwas theirmainmeans for educating
themselves to be an Internet therapist. In the current study, using qual-
itative analysis of open-ended interview questions, we sought to under-
stand student experiences in learning guided ICBT. Using this feedback,
we offer some recommendations for training clinical psychology stu-
dents in guided ICBT.
Ourﬁndings suggested that students beneﬁt signiﬁcantly from train-
ing in guided ICBT. Almost all students described guided ICBT training as
advantageous in terms of improving their knowledge and skills in guid-
ed ICBT as well as their understanding of clients who are more or less
likely to beneﬁt from this modality. They also described improved un-
derstanding of CBT generally. Arguably, the education and training in
CBT basics offered through guided ICBT might be a motivating factor
for graduate programs to incorporate ICBT training into existing training
programs, as the majority of clinical psychology programs are CBT ori-
entated (Sayette et al., 2011).
Another positive aspect of learning guided ICBT reported by par-
ticipants was that email communication with clients was advanta-
geous for training novice therapists. Indeed, former research
suggests that asynchronous therapeutic emails allow students a de-
tailed understanding of the CBT therapeutic process, opportunities
to seek supervision as necessary, and gain conﬁdence and mastery
in clinical skills (Shandley et al., 2011). In addition, many partici-
pants described applying the psycho-educational material, CBT
skills, and client experiences gained through guided ICBT to their
subsequent face-to-face clinical work. Our results also indicated
participant interest in continuing to use guided ICBT as many consid-
ered Internet-delivered therapy as a growing area of clinical practice.
This ﬁnding is in line with research that suggests a noticeable shift
toward acceptance and use of Internet-delivered psychological ser-
vices across the profession of psychology (Finn and Barak, 2010;
Shandley et al., 2011) and supports incorporating ICBT training in
graduate psychology programs.
While students recognized learning guided ICBT as beneﬁcial,
they identiﬁed numerous factors that were essential to facilitating
their learning experience, including: support and supervision in
the delivery of guided ICBT, pre-existing computer expertise,
quality of ICBT programs, functional web application, detailed pol-
icies and procedures, and accessibility of the web application. Ad-
ditionally, they highlighted some important challenges regarding
learning and delivering guided ICBT, including: not screening cli-
ents themselves, some nonuser friendly aspects to the web appli-
cation, lengthy ICBT modules, working with non-engaged clients,
asynchronicity of emails between student therapist and client
and student therapist and supervisor, and the time investment re-
quired to learn a new treatment approach given other academic
and clinical commitments.4.1. Recommendations for ICBT training
With the exception of a few studies, limited literature is available on
how ICBT should be incorporated within graduate programming. Given
the ﬁndings of the current study, we offer the following recommenda-
tions for training students in the provision of guided ICBT.
To begin, the results of this study support the implementation of
training in guided ICBT within clinical programs. Guided ICBT training
was perceived as providing knowledge and skills not only in guided
ICBT, but also in CBT generally. Moreover, the training was described
as being particularly safe for novice therapists as well as advantageous
for preparing for future practice. Given additional feedback from partic-
ipants, future training programs could also consider training students in
the screening process for ICBT. Formalizing students' role as Internet
therapists, such as in a practicum or incorporating into an intervention
course, may provide students with in-depth training, supervision, and
practice in guided ICBT.
Regarding supervision, participant feedback suggested that it is es-
sential to have accessible and supportive supervisors and technical
staff when offering training in guided ICBT. Such supervision can pro-
vide students with immediate support should challenging clinical situa-
tions or computer difﬁculties arise. One challenge identiﬁed by
participants was a supervision delay, in which the time lag might be
as long as 8 h for a supervisor to review an email before it can be
forwarded to the client. While initially perceived as a weakness, this in
fact might be faster than supervision typically provided in a practicum
where supervision is often scheduled once per week and may also not
be available on a daily basis. This appears to be a problem only in the
sense that expectations of the Internet are for instantaneous or rapid re-
sponses, and appropriate supervision takes time. To assist with supervi-
sion, it may be advantageous to formalize the peer supervision process
that was present informally among students we interviewed. Perhaps
creating a peer supervisory program, pairing a senior student with a ju-
nior student,would not only be beneﬁcial for students, but also decrease
the work-load for the formal supervisor. This, in turn, could potentially
provide senior students with the opportunity to gain experience in the
supervisory role andmay also decrease the lag time betweenwhen stu-
dents send emails for supervision and receive feedback.
To facilitate the learning process, it is essential that students have ac-
cess to not only ICBTmodules, but also a functional web application that
allows for delivery of guided ICBTmodules, secure email exchanges and
monitoring of client and student therapist use of the web application. It
is also essential to establish clear policies and procedures regarding the
delivery of guided ICBT to facilitate students learning guided ICBT.
Given the feedback from participants, it is recommended that train-
ing programs spend signiﬁcant time assisting students with therapeutic
email skills. Speciﬁc attention should be given to assisting students with
composing emails of amore challenging nature, such as emails address-
ing cognitive restructuring, nonresponsive clients, or clients struggling
with low motivation.
In terms of organization, we suggest that training programs offer
students ﬂexibility with respect to when andwhere they respond to cli-
ent emails. At the same time, it is important to implement some limits
on when students respond to clients in order to ensure that the super-
visor can be available to provide supervision in a timely manner. Also
important in terms of the organization of the training is that students al-
locate sufﬁcient time to learn this novel therapeutic approach; similar to
other forms of therapy, the approach takes time to learn and experien-
tial practice is required to develop competency.
4.2. Limitations of current study
As this is a relatively new area of research, several limitations should
be acknowledged. To begin, the training was only offered to students in
clinical psychology at one university, limiting the generalizability of the
ﬁndings. The perceptions of guided ICBT held by clinical psychology
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cial work, clinical nursing) and could have been inﬂuenced by the fact
that this research was conducted under the supervision of the ICBT su-
pervisor. It should be noted, however, that this limitation was directly
addressed in the study design as the supervisor was not privy to the
identities of the graduate students who were interviewed and did not
directly view the transcripts. Reﬂecting student comfort in sharing opin-
ions, it should also be noted that students shared multiple challenges
faced in learning and delivering guided ICBT.
There are some characteristics of qualitative methodology that could
impact the ﬁndings. Correlational or causal relationships cannot be
established among variables with qualitative analyses. Semi-structured
qualitative interviews lack standardization across participants due to dif-
ferences in open-ended and follow-up questions. It is impossible for the
interviewer to be completely objective in the interviews. Coming into the
interview, the interviewer (who in this study was also the researcher)
had her own biases and reactions to responses from participants. In
order to attempt to rectify this situation, the interviewer sought to re-
spond with neutral reactions to the participants' answers. Finally, it is
recognized that text involves multiple meanings; consequently, the re-
sults are dependent on the interpretation of the researcher (Graneheim
and Lundman, 2004). To address the issue of bias, the data analysis was
conducted by two coders to achieve some objectivity in generating the
results.
4.3. Directions for future research
The results of the current study have generated pedagogical ques-
tions for training students in guided ICBT. For example, howmuch train-
ing is needed to achieve competency in guided ICBT? Future studies
comparing effectiveness of therapists with varying amounts and types
(e.g., coursework versus practicum, in person or delivered via the Inter-
net) of training would assist in answering this question. An additional
question that could be examined experimentally concerns whether
the effectiveness with clients improves when guided ICBT training is of-
fered before or after students obtain face-to-face clinical experience. An
important question to facilitate this research, however, is how should
guided ICBT competency be assessed? Development of tools to assess
competency similar to face-to-face competency scales (Young and
Beck, 1980) would be extremely valuable.
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